My first reaction to this paper was that there is no particular reason to be interested that mothers with limiting long term illness (LLI) may be more likely to have children similarly afflicted. The LLI category covers such a wide variety of conditions as to be more or less meaningless in either clinical or epidemiological terms. Why would we expect a category that lumps together musculoskeletal conditions, asthma and depression to tell us anything useful about the aetiology of the children's health problems? As in so many epidemiological papers, there is no worked out theoretical rationale for the study, mainly that 'it has not been done before on this good a data set'. Admittedly the MCS is a very good data set, but this kind of study is not going to get us much further forward. It is not even clear that there is a benefit from taking maternal health status from when the child was 9 months old and then relating that to the child's health 6 years later: what is the benefit of a prospective design in this case? Why not take mothers' health from 7 years of age as well? Some mothers will have recovered and others' health will have declined in the intervening period. At least a stronger measure of maternal health as part of the child's environment might have been to distinguish these groups. It is well known by now that depression in mothers is a major adversity in the early life of children, and there are plenty of discussions about what clinicians might need to do in terms of case finding and treatment. But arthritis and asthma? What would the models look like if you only took mothers with depression or other psychiatric conditions? And with this weak a category it does not matter if other literature shows that self reported health is strongly related to 'real' illness, if the real illnesses are of such wide variety. I seem to remember that at cohort members' age 9 months, there was quite an exhaustive list of the different conditions that main carers (mostly mothers and all who are included in this analysis) might suffer from. It is likely that such mothers will also be more likely to be experiencing other types of adversity such as low income, poor housing, less healthy behaviours and less advantaged area of residence. The authors have adjusted for this some of these types of confounder (if you can call it that) and find that the relationship survives. But it is worrying in the light of the children's diseases that there is no consideration for housing quality. And I suspect there is still residual confounding at work here, especially if the main driver of the relationship is maternal depression. Also, it is misleading to refer to the mothers with LLI as 'disabled'. We do not know how limited they are over the longer term. Someone with a bad back might be very limited for a short time. Someone with depression and anxiety might be limited in a different and in some senses less severe way but for a longer time. The authors finish with a conventional "further research is needed …." clause. But really they should have done some further research themselves before submitting this analysis for publication.
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GENERAL COMMENTS
An important paper focusing on a group of children and their mothers with longterm illnesses which limit their activities. The numbers involved are relatively small but they are likely to require higher levels of care both in the home and from health, social and educational services than other children and their families. Overall this is a well-conducted and clearly reported study. I have a couple of comments: 1. I was surprised to see that references 20 to 39 which appear in the reference list are not cited in the text -this may simply be an author oversight but it needs to be corrected 2. I think the study limitations would be enhanced with a comment on the households with missing data and the potential for their absence from the analysis (despite the weighting) to under-estimate the impact of poverty. It may be that those with missing data are no different from those studied but this possibility should at least be addressed 3. The authors state one of their objective is to explore if the relationship of maternal LLTI at 9 months with child LLTI at 7 years can be attributed to the experience of different dimensions of poverty in the first year of life. Although they demonstrate convincingly that the relationship is robust to adjustment with a whole range of socially related variables, it is important to recognise, as the data in Table 1 clearly shows, that maternal LLTI itself is strongly socially patterned and is thus acting as a proxy for poverty/low SES either pre-, during or post-pregnancy. The authors should consider commenting on this in the discussion.
VERSION 1 -AUTHOR RESPONSE
The reviewer's comments from Professor Nick Spencer were extremely helpful and have been dealt with as follows:
An important paper focusing on a group of children and their mothers with longterm illnesses which limit their activities. The numbers involved are relatively small but they are likely to require higher levels of care both in the home and from health, social and educational services than other children and their families. Overall this is a well-conducted and clearly reported study. I have a couple of comments: 1. I was surprised to see that references 20 to 39 which appear in the reference list are not cited in the text -this may simply be an author oversight but it needs to be corrected.
This error occurred while following the BMJ Open recommendations to limit the Discussion section to five paragraphs. As the result, the number of references decreased, but the reference list created using Endnote did not get updated. This has now been corrected.
2. I think the study limitations would be enhanced with a comment on the households with missing data and the potential for their absence from the analysis (despite the weighting) to under-estimate the impact of poverty. It may be that those with missing data are no different from those studied but this possibility should at least be addressed.
A comment on this has now been added in the discussion section paragraph 2.
3. The authors state one of their objectives is to explore if the relationship of maternal LLTI at 9 months with child LLTI at 7 years can be attributed to the experience of different dimensions of poverty in the first year of life. Although they demonstrate convincingly that the relationship is robust to adjustment with a whole range of socially related variables, it is important to recognise, as the data in Table 1 clearly shows, that maternal LLTI itself is strongly socially patterned and is thus acting as a proxy for poverty/low SES either pre-, during or post-pregnancy. The authors should consider commenting on this in the discussion.
A comment has now been added in the discussion section paragraph 4.
The reviewer's comments from Professor Mel Bartley seemed to be considerably more critical with a recommendation that we "should have done some further research…before submitting this analysis for publication". It is difficult to know exactly how to revise our manuscript to fit with these comments, nevertheless, we would like to take the opportunity to reply to some of the points this reviewer makes implicitly in her commentary.
1. The long term limiting illness category is seen as being meaningless in either clinical or epidemiological terms. We would argue that there has been a considerable amount of literature using the category of limiting longstanding illness which has been helpful from both the clinical and policy perspective. In fact we cite Professor Bartley's own work in this cohort using the category of limiting longstanding illness in the introduction of our paper (Kelly Y, Bartley M. Parental and child health. In: Hansen K, Joshi H, Dex S, eds. Children of the 21st century: the first five years. Bristol: The Policy Press 2010:249-64). Of course, such a category is broad, but it is still informative. 2. The benefit of using a prospective design is questioned. We were primarily interested in the health of the mother in and around pregnancy and the impact this might have some years later on the child. We were not interested (for this analysis) in the mother's health over time; if we had been then we would have included measures of health at 3, 5 and 7 in our analysis and then looked at the impact combined. This would be a useful thing to do but not what we intended with this paper. 3. If our focus had been on the impact of depression in the perinatal period on child outcome or perhaps arthritis in the perinatal period and child outcome, then we would have made our models specific in the way that the reviewer suggests, but this was not our intention: the paper is about longterm limiting illness and not depression or arthritis or any other specific condition. 4. We did not adjust for housing quality in the analysis. The problem is that there is collinearity between a number of the potential socioeconomic confounders one could adjust for and so we had to decide on a reasonable number to keep in. Housing quality was not one of these. After receiving these comments we repeated our analyses including housing tenure and dampness in the models. This did not significantly affect the association between maternal and child longstanding limiting illness. There will always be residual confounding in traditional cohort studies and we have done our best to minimise it. 
GENERAL COMMENTS
The issues I raised in my initial review have been adequately addressed. I agree with the authors that longstanding limiting illness is an appropriate outcome for study as, although it is not helpful as a clinical category and has significant limitations, it is the closest in the MCS to the definition of disability used in the Equality Act (formerly the Disability Discrimination Act).
